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Public Opinion About Public Health — 
California and the United States, 1996 


Despite widespread belief that public support is critical to the success of public 
health programs and agencies, systematic efforts to measure public opinion about 
public health have been limited. This report summarizes surveys conducted by two or- 
ganizations—one a public policy center in California, the other a national opinion poll- 
ing firm—to measure support for public health activities. The findings indicate wide- 
spread support for community-oriented disease-prevention and health-promotion 
activities. 


California Survey 

From September 30 through November 5, 1996, the Field Institute of San Francisco 
(with consultation by Louis Harris and Associates, Inc.) conducted a random-digit- 
dialed telephone survey of California residents aged >18 years; the survey was com- 
missioned by the nonprofit California Center for Health Improvement and was funded 
by The California Wellness Foundation (7). A representative sample of 4803 persons 
was interviewed. The standard error associated with the results of this survey was 
+2% at the 95% confidence | evel. 

The percentage of respondents who reported that selected public health services 
were “top priority” ranged from 29% (for collecting community health data) to 
84% (for ensuring safe drinking water). The percentage who reported delivery of these 
services as “very effective” ranged from 18% (for providing community education and 
counseling services about improving health) to 37% (for minimizing the spread of dis- 
ease carried by insects or animals) (Table 1). Selected local and state fees or tax in- 
creases were supported by substantial proportions of respondents if funds were 
needed to pay for what the survey instrument termed as “adequate programs” 
(Table 2). Most respondents preferred that funds for public health services be raised at 
the state level instead of at the local level (Table 2). The sources of revenue for those 
services that were most supported by respondents were increases in state taxes on 
alcoholic beverages and tobacco. Most respondents opposed state surtaxes on health 
insurance premiums (72%), local residential property taxes (64%), and local sales 
taxes (57%). Respondents supported the existing state requirements that nonprofit 
health-care providers fund community health programs (84%) and that nonprofit 
health-care providers that convert to for-profit status be required to dedicate funds to 


U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 





70 MMWR February 6, 1998 


Public Opinion About Public Health — Continued 


TABLE 1. Percentage of survey respondents who reported that selected public health 
services were “top priority,” and percentage who reported delivery of these services 
as “very effective” — California, 1996* 





% Respondents 





Top Very 
Public health service priority effective 





Ensuring safe drinking water 84 34 


Ensuring that foods are free from contamination 
(e.g., through restaurant and produce 
inspections) 


Protecting the public from exposure to toxic 
chemicals and other hazardous materials 
(e.g., monitoring the disposal of industrial and 
medical wastes and after oil spills) 


Protecting the public from the spread of 
communicable diseases (e.g., AIDS, hepatitis, 
and tuberculosis) 


Helping treat disease and injury after natural 
disasters (e.g., earthquakes, wildfires, and floods) 


Providing community education and counseling 
services about improving health (e.g., through 
nutrition education programs, alcohol- and 
drug-abuse programs, and tobacco prevention 
programs) 


Minimizing the spread of disease carried by 
insects or animals (e.g., rabies) 


Collecting community health data (e.g., registering 
births, determining causes of deaths, and 
monitoring health trends) 29 19 





*Results of a random-digit-dialed telephone survey of California residents aged 218 years 
(n=4803 respondents) (7). The survey was conducted by the Field Institute of San Francisco, 
with consultation by Louis Harris and Associates, Inc.; the survey was commissioned by the 
nonprofit California Center for Health Improvement and was funded by The California Wellness 
Foundation. The standard error was +2% at the 95% confidence level. 


promote health (82%). In addition, most respondents indicated support for a statewide 
initiative for a 63¢ per pack increase in cigarette tax (i.e., 72% strongly or somewhat 
favored the increase). 


National Survey 

During December 12-16, 1996, Louis Harris and Associates, Inc., conducted a na- 
tional random-digit—dialed telephone survey of 1004 U.S. residents aged 218 years 
(2). This survey was conducted for the Harris Poll column, which is syndicated to the 
media but is not commissioned by any one client. The standard error associated with 
the survey was +3% at the 95% confidence level. The response rate was 62%. 

Respondents were asked to rank the importance of eight services “to improve 
the health of the public” on a five-point scale (i.e., very important, somewhat impor- 
tant, not very important, not at all important, or did not know). The percentage of 
respondents who rated specific public health services as very important ranged from 
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TABLE 2. Preferred sources of revenue for improving community health promotion 
and disease and injury prevention programs and environmental health services, by 
percentage of survey respondents — California, 1996* 





% Respondents 





Did not 
Source of revenue Favor Oppose know 


Increasing state taxes on tobacco products 81 18 1 





Increasing state taxes on beer, wine, and other 
alcoholic beverages 78 21 


Expanding tax deductions for contributions to 

charities and other nonprofit organizations 72 24 
Increasing state income taxes for persons 

earning >$200,000 per year 68 29 


Increasing city developer fees on builders 
of new homes 59 38 


Increasing local taxes on business property 53 43 
Increasing local sales taxes 41 57 
Increasing local taxes on residential property 33 64 


Charging a surtax on health insurance premiums 
paid by businesses and persons 24 72 4 


*Results of a random-digit-dialed telephone survey of California residents aged 218 years 
(n=4803 respondents) (7). The survey was conducted by the Field Institute of San Francisco, 
with consultation by Louis Harris and Associates, Inc.; the survey was commissioned by the 
nonprofit California Center for Health Improvement and was funded by The California Wellness 
Foundation. The standard error was +2% at the 95% confidence level. 





56% (for helping persons cope with stress) to 93% (for preventing the spread of infec- 
tious diseases) (Table 3). 

Respondents also were asked “Who do you think should be mainly responsible for 
the performance of prevention rather than the treatment of disease.” Most (57%) re- 
spondents indicated that government should be responsible for this service; and 40%, 
that “someone else” should be responsible. Of those persons who responded that 
government should provide this service, 53% stated that the federal government 
should do so; 32%, the state government; and 13%, city and local governments. 

When asked the open-ended question, “What do the words ‘public health’ mean 
to you?,” <4% of respondents gave answers corresponding to what the Harris Poll 
considered “generally...regarded as referring to public health” (i.e., health education/ 
healthier lifestyles, prevention of infectious diseases, immunization, and medical 
research) (2). Eighty-three percent of respondents identified one or more of the fol- 
lowing: general physical health, mental health, and well-being of the public; the 
health-care system; welfare programs; universal health care; health assurance; health 
insurance; and Medicaid and Medicare. 

Reported by: K Bodenhorn, MPH, California Center for Health Improvement, Woodland Hills, 
California. H Taylor, Louis Harris and Associates, Inc., New York. Office of the Director, Public 
Health Practice Program Office, CDC. 

Editorial Note: Opinion polling is used extensively as an adjunct to or in assessing 
contemporary public policy. Polling can help to clarify the perceived importance of 





72 MMWR February 6, 1998 
Public Opinion About Public Health — Continued 


TABLE 3. Percentage of survey respondents who reported that selected public health 
services were “very important” or “somewhat important” — United States, 1996* 





% Respondents 


Very Somewhat 
Public health service important important 


Preventing the spread of infectious diseases 
(e.g., tuberculosis, measles, influenza, and AIDS) 93 








Vaccinating to prevent diseases 90 


Delivering medical care to ill patients by doctors 
and hospitals 85 13 


Improving the quality of education and employment 83 14 


Ensuring persons are not exposed to unsafe water supply, 
dangerous air pollution, or toxic waste 82 15 


Conducting medical research on the causes and 
prevention of disease 82 15 


Encouraging persons to live healthier lifestyles 
(e.g., eat well, exercise, and not to smoke) 72 24 


Helping persons cope with stress from the problems of 
daily living and work 56 34 





*Results of a random-digit-dialed telephone survey of U.S. residents aged 218 years (n=1004 
respondents) (2) conducted by Louis Harris and Associates, Inc., for the Harris Poll column, 
which is syndicated to the media but is not commissioned by any one client. The standard 
error was +3% at the 95% confidence level. 


issues and the impact of advocacy campaigns and other factors on public support for, 
or opposition to, policies. The survey conducted in California identified 1) substantial 
support for public health services and 2) substantial support for taxes, if necessary, to 
achieve more effective public health programs and services. Although findings from 
the national survey were consistent with findings from the California survey about 
support for public health services, the national survey did not address financial con- 
cerns. 

The findings in this report are subject to several limitations. First, the results of the 
two surveys were not directly comparable because the samples were drawn from dif- 
ferent populations, the questions differed, and the results were reported in different 
formats. Second, each survey gauged public opinion at a specific point in time; there- 
fore, the reported opinions could not be linked to contextual, secular events. Other 
limitations associated with survey methodology (e.g., refusals to be interviewed, 
wording and order of questions, and interviewer bias) also apply to the results of 
these two surveys. 

Interest in marketing public health has been stimulated by perceived low public 
support for public health activities, limited financial resources, and the impact of 
extensive restructuring in the health-care sector. The findings in this report indicate 
substantial public support for public health services and suggest the need to deter- 
mine the extent to which this support is consistent across jurisdictions and whether 
it can be translated into policy. Finally, these findings suggest the need for strength- 
ened methods to improve the polling of opinion about public health, including clarifi- 
cations of the distinction between clinical care and community- or population-oriented 
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disease and injury prevention, and the practical meanings of “public health,” “com- 
munity health,” and other key terms. 


References 

1. California Center for Health Improvement. Spending for health: Californians speak out about 
priorities for health spending. Sacramento: California Center for Health Improvement, 1997. 

2. Louis Harris and Associates, Inc. ‘Public health’: two words few people understand even though 
almost everyone thinks public health functions are very important. New York: Louis Harris and 
Associates, Inc., 1997. 


State-Specific Prevalence of Lapses 
in Health-Care-Insurance Coverage — United States, 1995 


Lack of health-care-insurance coverage has been associated with decreased use of 
preventive health services, delay in seeking medical care, and poor health status (17,2). 
In 1995, an estimated 30.5 million persons aged 18-64 years in the United States did 
not have health insurance (3 ). To determine state-specific estimates of the prevalence 
of persons aged 18-64 who reported either short-term (i.e., <12 months) or long-term 
(i.e., 212 months) lapses in health-care coverage, CDC analyzed data from the 1995 
Behavioral Risk Factor Surveillance System (BRFSS). This report summarizes the re- 
sults of that analysis and indicates that among adults who reported having no health 
insurance in 1995, most were without insurance for 21 year and that long-term lapses 
were more prevalent among men than women. 

The BRFSS is a state-based, random-digit-dialed telephone survey of the U.S. non- 
institutionalized population aged 218 years. Data were obtained from all 50 states par- 
ticipating in the 1995 BRFSS. A total of 90,691 persons responded. Analyses were 
restricted to persons aged 18-64 years. Sample estimates were statistically weighted 
by sex, age, and race to reflect the noninstitutionalized civilian population of each 
state. Respondents were asked, “Do you have any kind of health care coverage, in- 
cluding health insurance, prepaid plans such as HMOs, or government plans such as 
Medicare?” Persons who reported having no health-care coverage at the time of the 
interview were considered to be uninsured. Persons who were uninsured were asked 
“How long has it been since you had health care coverage?” Persons who reported 
having had coverage during the preceding year were classified as having short-term 
lapse, and those reporting not having had coverage for 21 year were classified as hav- 
ing long-term lapse. 

During 1995, the prevalence of persons who reported having health-care-insurance 
coverage ranged from 76.5% (Louisiana) to 93.3% (Hawaii) (median: 87%) (Table 1). 
The prevalence of reported lapses in health-care-insurance coverage of <1 year 
ranged from 1.8% (New Jersey) to 9.4% (California) (median: 4.2%); lapses of 21 year 
ranged from 2.9% (Hawaii) to 17.1% (California) (median: 9.3%). 

Among men, the percentage reporting having health-care-insurance coverage 
ranged from 75.5% (California) to 91.5% (Hawaii) (median: 84.7%) (Table 2). The per- 
centage of men reporting lapses in health-care-insurance coverage of <1 year ranged 
from 2.0% (South Dakota) to 10.3% (California) (median: 4.2%), and the percentage re- 
porting lapses of 21 year ranged from 3.8% (Hawaii) to 17.1% (Texas) (median: 10.6%). 
Among women, the percentage reporting having health-care-insurance coverage 
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TABLE 1. Percentage of persons aged 18-64 years with reported health-care-insurance 
coverage, by state — United States, Behavioral Risk Factor Surveillance System, 1995 





Insured full year Short-term lapse* Long-term lapse’ 
State Sample size % (95% Ci#) % (95% Cl) (95% Cl) 


Alabama 1378 (+2.1%) 2%) . (+1.9%) 
Alaska 1380 2.8%) (+1.6%) 2.4%) 
Arizona 1425 .7%) .9%) 
Arkansas 1354 .2%) 3%) 
California 3391 .3%) .7%) 
Colorado 1947 +2.2%) +1.2%) 
Connecticut 1498 9%) .9%) 
Delaware 1674 9%) -1%) 
Florida 2487 8%) -1%) 
Georgia 1904 -7%) .9%) 
Hawaii 1705 5%) .2%) 
idaho 2160 .7%) .0%) 
Ilinois 2330 .7%) - 1%) 
indiana 1880 (+1.6%) . 1%) 
lowa 2759 4%) 8%) 
Kansas 1560 8%) .0%) 
Kentucky 1749 .9%) .9%) 
Louisiana 1303 .6%) .6%) 
Maine 1008 8%) .0%) 
Maryland 4172 - 1%) .7%) 
Massachusetts 1446 .0%) .2%) 
Michigan 1995 4%) .9%) 
Minnesota 3151 -1%) .7%) 
Mississippi 1217 4%) 5%) 
Missouri 1244 -7%) 5%) 
Montana 939 .7%) .2%) 
Nebraska 1326 .7%) .0%) 
Nevada 1435 .2%) 5%) 
New Hampshire 1232 .5%) .6%) 
New Jersey 997 .3%) .9%) 
New Mexico 1033 .0%) .6%) 
New York 2007 .0%) (+1.0%) 
North Carolina 2503 .6%) .0%) 
North Dakota 1359 .9%) .9%) 
Ohio 1045 5%) .7%) 
Oklahoma 1219 5%) .3%) 
Oregon 2259 .7%) .1%) 
Pennsylvania 2817 5%) 9%) 
Rhode Island 1420 .0%) -4%) 
South Carolina 1609 9%) - 1%) 
South Dakota 1355 8%) .9%) 
Tennessee 1600 9%) 4%) 
Texas 1400 5%) -1%) 
Utah 2357 8%) .1%) 
Vermont 2001 8%) 
Virginia 1509 .9%) 
Washington 2813 4%) 
West Virginia 1809 .1%) 
Wisconsin 1787 8%) 
Wyoming 1978 9%) 
Range 

Median 
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* Lacked insurance for <12 months. 
, Lacked insurance for 212 months. 
Confidence interval. 
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TABLE 2. Percentage of persons aged 18-64 years who reported lapses in health-care— 
insurance coverage, by sex and state — United States, Behavioral Risk Factor 
Surveillance System, 1995 


Short-term lapse* Long-term lapse’ 
Men Women Men Women 
(95% Ci) (95% Cl) (95% Cl) (95% Ci) 


1.8%) (+1.6%) ‘ (+3.0%) (42.2%) 
8%) {+1.5%) ' (+3.7%) (+3.0%) 
7%) (+2.3%) ; (+3.6%) (+2.6%) 

(+1.5%) . (+2.8%) (+2.7%) 

+1.8%) . (+2.5%) (+2.7%) 

(+3.0%) (+2.4%) 

(+3.1%) (+1.3%) 

(+2.6%) (+2.0%) 

2.4%) (+1.9%) 
.3%) (+1.7%) 
.5%) (+1.0%) 
-1%) (+1.8%) 
.2%) (+1.8%) 
.0%) (+1.8%) 

(+1.3%) 

(+2.1%) 

(+2.3%) 

(+2.9%) 

(42.9%) 

(+1.0%) 

(+2.3%) 

(+1.6%) 

(+1.1%) 

(+2.6%) 

(+3.2%) 

(+3.2%) 

(+1.6%) 

(+2.2%) 

(+2.6%) 

(42.4%) 

(+3.2%) 

(+1.9%) 

(+1.7%) 

(+2.2%) 

(42.0%) 

(42.9%) 

(+1.8%) 

(+1.4%) 

(+1.7%) 

(+2.5%) 

(+1.9%) 

(+1.6%) 

(+2.6%) 

(+1.6%) 

(+2.0%) 

(+2.1%) 

(+1.4%) 

(+2.5%) 

(+1.7%) 

(42.2%) 


2.0-17.9 
8.6 














State 


Alabama 
Alaska 

Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
Florida 
Georgia 
Hawaii 

Idaho 

IMinois 
Indiana 

lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Range 2.0-1 
Median 4.2 


Ds 
& 
& 





I+ 


— 


+ + H+ I 


8%) 
8%) 
+1.6%) 
.7%) 
7%) 
-1%) 
9%) 
4%) 
6%) 
.6%) 
%) 
.6%) 
4%) 


+ be i+ + + I+ I 


+ + 
NNN 
wo 
xe 
WOLNN GD 
oOouonouws 

gaibe 


— J 
2 = od 


+ 


— 


— 


ONANRNNOSBANSSN OS woOHow; 


POMNVIOM=9MROBAROUNOHVN SH BEOWNWON STW BODNABONMUO 
a 


ae 
ee 


= ad od od od 
2 
= «td od 


5%) 
0%) 
8%) 
4%) 
.0%) 
3%) 
5%) 
.7%) 
6%) 
0%) 
5%) 
5%) 
.3%) 
5%) 
7%) 
4%) 
.7%) 
.0%) 
4%) 
4%) 
(+2.3%) 
5%) 
-1%) 
4%) 
.7%) 
7%) 
5%) 
+1.6%) 
3%) 
6%) 
3%) 
.6%) 


Oe SB eND 2 aoe aot oo 


WBN RWWNHNAHNNN=]N 
uo. @ 
FF Ds 


DD ed ed ed et GD ID et et et wt ot ot ot ot 
OS) 


+ + ++ HH Ht OH OE OO Oo OP oO OE OO 


«a = od 
— 


_ 


ee ee eS ee a a a ee 
+ + H HH HH OH OE OO Oo it i Ot 


wou 
RRRF 
. 


++ 


wo 
é 


NA=NSOORNSY 


DNWDOMSOINODDOD= POS ONANS 


a eee ees ee 


> 
Ds 
~ 


_~— 


— 


+ HH HH OH i+ + + + 


— 


_ 


+hHHHHH Hee EE 


week Dek ek ed et et et AD et ot A tt ND et tN DD = DD 


~— 


Os 
= 
PAARVOOMRDHANSMMONMNOHONNWOOMSTO 


+ ++ H+ H+ H+ HOH OH OH OH OH Oe OO OO OO E+ oo oo 


A PWPWETWNNWHDSHLHSDWAWUIN GA HPWNAAWWWWOMTNWWWERPWENAWNRORANW 
WWHOUNNKHOWOD RAHN HMNWOHRO2UH-OMOOUBDWUNWNONNDVWNUGTAWODDN 
ANAT PONESHSTW EL HWUWEN PENH WAN WWUWNNPANWN ESL EAWHRDHLN 
NUN ROBMMNOOCONONUMS= SS DUNBDUMANNOONOUDVOa&NWONH 
wh WM ONO wm AN YOOMAWH A“ MENONVOUN SH BEWOWHODO4“OEBNBDEWWENN 


® HHH HH HH 
> ab ob ob od od ab ad af ad od od a ae 


HHH 


_ 
_ _ 


S 


w 
=e 
Ap 
“=o 





.acked insurance for <12 months. 
.acked insurance for >12 months. 


Sonfidence interval. 





76 MMWR February 6, 1998 
Lapses in Health-Care Coverage — Continued 


ranged from 74.6% (Louisiana) to 95.1% (Hawaii) (median: 88%). The percentage of 
women reporting lapses of <1 year in health-care-insurance coverage ranged from 
1.6% (New Jersey) to 8.5% (California) (median: 4.1%), and the percentage reporting 
lapses of 21 year ranged from 2.0% (Wisconsin) to 17.9% (Louisiana) (median: 8.6%). 

During 1995, having health-care-insurance coverage was reported more com- 
monly by white respondents (median: 88%) than by respondents of other races/ 
ethnicities (median: 80%), and more commonly by respondents who were employed 
for wages (median: 89%) than by those who were self-employed (median: 76%), 
homemakers (median: 82%), or unemployed (median: 61%). 

Reported by the following BRFSS coordinators: J Cook, MPA, Alabama; P Owen, Alaska; 
B Bender, Arizona; J Senner, PhD, Arkansas; B Davis, PhD, California; M Leff, MSPH, Colorado; 
M Adams, MPH, Connecticut; F Breukelman, Delaware; D McTague, MS, Florida; E Pledger, MPA, 
Georgia; A Onaka, PhD, Hawaii; C Johnson, MPH, Idaho; B Steiner, MS, Illinois; N Costello, 
MPA, Indiana; A Wineski, lowa; M Perry, Kansas; K Asher, Kentucky; R Meriwether, MD, Louisi- 
ana; D Maines, Maine; A Weinstein, MA, Maryland; D Brooks, MPH, Massachusetts; H McGee, 
MPH, Michigan; N Salem, PhD, Minnesota; P Arbuthnot, Mississippi; T Murayi, PhD, Missouri; 
P Smith, Montana; S Huffman, Nebraska; E DeJan, MPH, Nevada; K Zaso, MPH, New Hampshire; 
G Boeselager, MS, New Jersey; W Honey, MPH, New Mexico; T Melnik, DrPH, New York; 
K Passaro, PhD, North Carolina; J Kaske, MPH, North Dakota; R Indian, MS, Ohio; N Hann, MPH, 
Oklahoma; J Grant-Worley, MS, Oregon; L Mann, Pennsylvania; J Hesser, PhD, Rhode Island; 
Y Gladman, South Carolina; M Gildemaster, South Dakota; D Ridings, Tennessee; K Condon, 
Texas; R Giles, Utah; R Mcintyre, PhD, Vermont; L Redman, Virginia; K Wynkoop-Simmons, PhD, 
Washington; F King, West Virginia; E Cautley, MS, Wisconsin; M Futa, MA, Wyoming. Behavioral 
Surveillance Br, Div of Adult and Community Health, National Center for Chronic Disease 
Prevention and Health Promotion, CDC. 

Editorial Note: This report documents substantial variation in the state-specific preva- 
lence of self-reported short-term or long-term lapses in health-care—insurance cover- 
age. State-specific variations may reflect differences in population composition (e.g., 
age, race/ethnicity, and sex), socioeconomic factors (e.g., per capita income, median 
number of years of education, and unemployment level), and other factors. Variation 
in health-care-insurance coverage between male and female respondents may reflect 
differences in coverage from public sources (e.g., Medicaid). Women are more likely 
than men to be covered by Medicaid through the Aid to Families with Dependent Chil- 
dren program because they are more likely to be caring for children (4). Race-specific 
differences in health-care-insurance coverage may be related to the relative income 
and employment status of the two groups (5). Persons employed for wages are more 
likely to obtain insurance through their employer, who pays all or part of the cost of 
coverage. In comparison, persons who are either self-employed or unemployed must 
pay the total cost of coverage. 

BRFSS estimates can differ from those of other surveys because of differences in 
methodology or wording of questions. For example, BRFSS estimates of the percent- 
age of uninsured adults aged 18-64 years were lower than those reported from the 
March 1996 Current Population Survey (3). Unlike the Current Population Survey, 
BRFSS data are based on questions about insurance status at the time of the inter- 
view, rather than during the previous calendar year. In addition, BRFSS findings may 
underestimate persons without health-care-insurance coverage because BRFSS ex- 
cludes households without telephones; persons without a telephone are more likely to 
be less educated, have a lower income, or be unemployed (6). 

Based on the findings of previous studies, being uninsured may be associated with 
declines in health status (7); in addition, compared with insured patients, those who 
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are hospitalized while without health-care—-insurance coverage may receive fewer in- 
patient services and may be at increased risk for dying while hospitalized (8,9). The 
risks associated with lack of insurance coverage may result in substantial increases in 
the number of persons with chronic conditions and the cost of providing care for these 
persons. 

Although providing health-care-insurance coverage to persons with short-term 
lapses is important, targeting efforts toward the long-term uninsured may be more 
effective because of the larger number of persons in this category and because of their 
potentially increased health risks. The methods and findings in this report can assist 
state planners in evaluating the progress of efforts to improve health-care and public 
health and in prioritizing programs to close insurance gaps. 
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Adult Blood Lead Epidemiology and Surveillance — 
United States, Third Quarter, 1997 


CDC’s National Institute for Occupational Safety and Health (NIOSH) Adult Blood 
Lead Epidemiology and Surveillance program (ABLES) monitors laboratory-reported 
elevated blood lead levels (BLLs) among adults in the United States. During 1997, a 
total of 27 states reported surveillance data to ABLES.” This report presents ABLES 
data for the first three quarters of 1997 and compares these data with the first three 
quarters of 1996. 


*Alabama, Arizona, California, Connecticut, lowa, Maine, Maryland, Massachusetts, Michigan, 
Minnesota, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Onio, Okla- 
homa, Oregon, Pennsylvania, Rhode Island, South Carolina, Texas, Utah, Vermont, Washing- 
ton, Wisconsin, and Wyoming. 
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During July-September 1996 and 1997, reports from the same 27 states of BLLs 
>25 g/dL increased 6%, from 4879 to 5193, respectively (7).* This quarterly increase 
followed an increase of 18%, from 5552 to 6564, during the first quarter and a decrease 
of 7%, from 6120 to 5709, during the second quarter of 1997 compared with the sec- 
ond quarter of 1996. These numbers reflect updated data from Alabama and Ohio for 
both 1997 and 1996 (2,3).' The overall increase for the first three quarters of 1997 
compared with the first three quarters of 1996 was 6% (Table 1); in comparison, the 
long-term trend had reflected a decrease during 1993-1996 (1,2,4) among adults in 
the United States (5). However, this 6% increase was not uniform; 14 states reported 
increases, nine states reported decreases, and four remained the same or did not 
report during both years (Figure 1). 

Reported by: JP Lofgren, MD, Alabama Dept of Public Health. K Schaller, Arizona Dept of Health 
Svcs. S Payne, MA, Occupational Lead Poisoning Prevention Program, California Dept of Health 
Svcs. BC Jung, MPH, Div of Environmental Epidemiology and Occupational Health, Connecticut 
Dept of Public Health. R Gergely, lowa Dept of Public Health. A Hawkes, MD, Occupational 
Health Program, Maine Bur of Health. E Keyvan-Larijani, MD, Lead Poisoning Prevention Pro- 
gram, Maryland Dept of the Environment and Mental Hygiene. R Rabin, MSPH, Div of Occu- 
pational Safety, Massachusetts Dept of Labor and Industries. M Scoblic, MN, Michigan Dept of 


‘To compare the number of reports for a constant roster of 27 states in 1997 and 1996, data 

for the first three quarters of 1997 for New Mexico, Rhode Island, and Wyoming were added 
to the previously reported totals for the first three quarters of 1996, during which these states 
did not report (7). In addition, data for the first three quarters of 1996 for Illinois, which 
discontinued reporting at the end of 1996, were subtracted from previously reported totals for 
the first three quarters of 1996 (7). Alabama and Ohio updated their reports for 1996, and 
these updated data were incorporated. 


TABLE 1. Number of reports of elevated blood lead levels (BLLs) among adults, number 
of persons with elevated BLLs, and percentage change in number of reports — 
27 states,* third quarter, 1997 





Cumulative Cumulative % Change from 
reports reports first three quarters, 
(ug/dL) No. reports No. persons* 19965 1997 1996 to 1997 


25-39 4,136 3,019 12,660 13,835 9% 
40-49 784 541 2,921 2,724 - 7% 
50-59 191 131 652 571 -12% 

260 82 57 318 336 6% 


Total 5,193 3,748 16,551 17,466 6% 


*Alabama, Arizona, California, Connecticut, lowa, Maine, Maryland, Massachusetts, Michigan, 
Minnesota, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Okla- 
homa, Oregon, Pennsylvania, Rhode Island, South Carolina, Texas, Utah, Vermont, Washing- 
ton, Wisconsin, and Wyoming. 

‘An Individual report for a person was categorized according to the highest reported BLL for 
the person during the given quarter. Persons with elevated BLLs often have more than one 
blood test report within a quarter and several during a year. ABLES lists persons quarterly 
and annually, eliminating duplicates. To allow time for amendments to data reported in the 
fourth quarter, analysis for yearly trends in the number of persons with elevated BLLs is 
reported at the time of the first-quarter report for the subsequent year, usually in July. 

To compare the number of reports for a constant roster of 27 states in 1997 and 1996, data 
for the first three quarters of 1997 for New Mexico, Rhode Island, and Wyoming were added 
to the previously reported totals for the first three quarters of 1996, during which these states 
did not report (7). In addition, data for the first three quarters of 1996 for Illinois, which 
discontinued reporting at the end of 1996, were subtracted from the previously reported totals 
for 1996 (7). Alabama and Ohio updated their reports for 1996, and these updated data were 
incorporated. 


Reported BLL Third quarter, 1997 
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FIGURE 1. Percentage change in laboratory reports of adults with blood lead levels 
225 ug/dL, by state — United States, from January-September 1996 to 
January-September 1997 





Xe 
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Ej 3%-20% Increase RSS 6%-20% Decrease 


f 21%-85% Increase | 21%-55% Decrease 


= Not ABLES* States ec} No Change 











*Adult Blood Lead Epidemiology and Surveillance. 


Public Health. M Falken, PhD, Minnesota Dept of Health. L Thistle-Elliott, MEd, Div of Public 
Health Svcs, New Hampshire State Dept of Health and Human Svcs. B Gerwel, MD, Occupa- 
tional Disease Prevention Project, New Jersey State Dept of Health. R Prophet, PhD, New Mexico 
Dept of Health. R Stone, PhD, New York State Dept of Health. S Randolph, MSN, North Carolina 
Dept of Health and Human Svcs. A Migliozzi, MSN, Bur of Health Risk Reduction, Ohio Dept of 
Health. E Rhoades, MD, Oklahoma State Dept of Health. A Sandoval, MS, State Health Div, 
Oregon Dept of Human Resources. J Gostin, MS, Occupational Health Program, Div of Environ- 
mental Health, Pennsylvania Dept of Health. M Stoeckel, MPH, Rhode Island and Providence 
Plantations Dept of Health. A Gardner-Hillian, Div of Health Hazard Evaluations, South Carolina 
Dept of Health and Environmental Control. P Schnitzer, PhD, Bur of Epidemiology, Texas Dept 
of Health. W Ball, PhD, Bur of Epidemiology, Utah Dept of Health. L Toof, Div of Epidemiology 
and Health Promotion, Vermont Dept of Health. J Kaufman, MD, Washington State Dept of Labor 
and Industries. J Tierney, Wisconsin Dept of Health and Social Svcs. T Klietz, Wyoming Dept 
of Health. Div of Surveillance, Hazard Evaluations, and Field Studies, National Institute for 
Occupational Safety and Health, CDC. 


Editorial Note: The increase in the number of reports of elevated BLLs for the first 
three quarters of 1997 suggests the possible ending of the long-term decline in the 
overall number of detected cases of elevated BLLs among adults for 1993-1996 
(1,2,4). Factors related to this increase might include 1) improved efforts of the partici- 
pating states and lead-using industries within them to identify lead-exposed workers; 
2) improved compliance with Occupational Safety and Health Administration require- 
ments for blood lead monitoring; 3) an increase in the size of the workforce in lead- 
using industries; 4) changes in reporting laws or in compliance with these laws; and/or 
5) increased occupational exposures to lead. Compared with the first three quarters of 





80 MMWR February 6, 1998 
ABLES — Continued 


1996, during the first three quarters of 1997, the number of reported cases of elevated 
BLLs increased in 14 states and decreased in nine (Figure 1). The effect of each of 
these potential explanations on changes in numbers of reports may have differed by 
state. 

Changes in reporting laws or in compliance with these laws, rather than actual 
changes in workers’ lead exposures, frequently are responsible for quarterly increases 
or decreases. For example, reports from Washington increased 70% for the first three 
quarters of 1997 compared with the same period in 1996. Follow-up investigation re- 
vealed that two laboratories were previously unaware of the mandatory reporting law 
and had begun to report elevated BLLs during 1997. Similarly, reports from Michigan 
increased 29% for the first three quarters of 1997 after implementation of a mandatory 
reporting law on October 11, 1997, and education and publicity about the new law, 
which began early during the year. Finally, the numbers of reports from Ohio and 
Alabama were revised recently as previously reported backlogged reports were re- 
allocated to the correct quarters for both 1997 and 1996. 

An increase of 6% during the first three quarters of 1997, compared with the first 
three quarters of 1996, also might have been due to normal fluctuation in nationwide 
reporting totals, which results from changes in staffing and funding in state-based 
surveillance programs, interstate differences in worker BLL testing by lead-using in- 
dustries, or random variation. Continued surveillance and follow-up investigation 
similar to that performed in Washington are required before this three-quarter in- 
crease can be confirmed as a reversal of the previous long-term decrease. 

During the first three quarters of 1997, a total of 17,466 reports of BLLs 225 g/dL 
demonstrated the continuing hazard of lead exposures as an occupational health 
problem in the United States. NIOSH is seeking to enhance surveillance for this pre- 
ventable condition by expanding the number of states participating in ABLES, 
reducing variability in reporting, and distinguishing between new and recurring ele- 
vated BLLs in adults. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending January 31, 1998, with historical data — United States 


ASE RRENT 
DISEASE DECREASE INCREASE . st WEEKS 


Hepatitis A 752 

Hepatitis B 302 

Hepatitis, C/Non-A, Non-B 77 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





0.03125 0.625 0.125 0.25 0.5 


Ratio (Log Scale)” 


-—— 


[Sj Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending January 31, 1998 (4th Week) 





Cum. 1998 |_Cum. 1998 


Anthrax . Plague 
Brucellosis Poliomyelitis, paralytic 
Cholera - Psittacosis 
Congenital rubella syndrome . Rabies, human 
Cryptosporidiosis* Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* . Syphilis, congenital** 
St. Louis* - Tetanus 
western equine* . Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' . Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* - Yellow fever 
HIV infection, pediatric** 22 

















“no reported cases 
*Not notifiable in all states. 
Jpdated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID). 
5 Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and 
TB Prevention (NCHSTP), last update January 15, 1998. 
Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending January 31, 1998, and January 25, 1997 (4th Week) 





Reporting Area 


AIDS 


Chiamydia 


_>- ———— 
NETSS' 


Escherichia 
coli O157:H7 





PHLIS* 


Gonorrhea 


Hepatitis 
C/NA.NB 








Cum 
1998° 





Cum. Cum 
1998 1997 





Cum Cum 
1998 1998 








Cum. 


Cum. 
1997 


1998 





Cum. 
1998 


Cum. 
1997 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

RI 


Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

"i 

Mich 

Wis 

W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 

S. ATLANTIC 


CENTRAL 


W.S. CENTRAL 

Ark 

la 

Okla 

Tex 

MOUNTAIN 
ont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 

PACIFIC 

Wash 

Oreg 

Calif 

Alaska 

Hawaii 


Amer. Samoa 
C.N.M.I 


3,171 


ot 
2 


5 

6 
12 
39 
902 
114 
490 
135 


~ 


4 
9 
2 
93 
13 
53 
83 
39 
5 
45 


Sse 
ao 


29,230 


49 

51 

15 
552 
127 
386 
3,263 


N 
2,030 
653 
580 
4,337 
1,542 
522 


U 
N 


N 


46 5 
a 1 


1 


19,228 20,056 


431 
3 

18 

1 
176 
3% 
197 
137 
228 
058 
450 
401 
386 
126 
423 
425 
015 


007 
184 
68 


3 


86 1 


62 
3 


NNWOONSe NW 


= 
‘oO 





N: Not notifiable U: Unavailable no reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
"Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention, 
last update January 25, 1998. 
National Electronic Telecommunications System for Surveillance. 
‘Public Health Laboratory Information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 31, 1998, and January 25, 1997 (4th Week) 

Lyme Syphilis Rabies, 

Legioneltiosis Disease Malaria (Primary & S dary) Tub lo si: Animal 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. Cum. 











Reporting Area 1998 1997 1998 1997 1998 1997 1998 1997 1998* 1997 1998 


UNITED STATES 45 50 117 193 42 87 442 648 498 660 430 
NEW ENGLAND 2 a 5 44 2 5 10 10 























4 
- U 
2 1 
1 
1 1 


1 
1 
5 
1 
36 


CNrn 


MID. ATLANTIC 7 117 
Upstate N.Y. 2 
N.Y. City 10 
N.J 48 
Pa 57 
E.N. CENTRAL 3 
Ohio 2 
ind 

1) 1 
Mich 

Wis 


W.N. CENTRAL 
Minn 


Px 
csiccas 


VYyIn-GS NS 


24 
U 
U 

24 
U 
U 
8 
U 
U 
8 
U 


CENTRAL 


W.S. CENTRAL 
Ark 


La. 
Okla 
Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev. 
PACIFIC 
Wash 
Oreg. 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.L. 


N: Not notifiable U: Unavailable -: NO reported cases 
*Additional information about areas displaying “U* (e.g., Tuberculosis) can be found in Notices to Readers, MMWR Vol 
p. 39. 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending January 31, 1998, 
and January 25, 1997 (4th Week) 
H. influenzae, Hepatitis (Viral), by type Measies (Rubeola) 


invasive A B Indigenous imported’ Total 
Cum. Cum. Cum. Cum. Cum. Cum. | Cum. Cum Cum | Cum. 
1998 











Reporting Area | 1998° 1997 1997 1998 1997 1998 1998 1998 1997 
UNITED STATES 73 1,446 333 473 7 
NEW ENGLAND 5 36 1 13 
Maine 1 
N.H 1 1 
Vt 
Mass 10 
Ri 
Conn 2 
MID. ATLANTIC h 38 76 
Upstate N.Y 5 1 
N.Y. City ¢ 0 31 
N.J 21 
Pa 23 
E.N. CENTRAL 
Ohio 


























W.N. CENTRAL 
Minn 


~ 
one 


coz) 
@ 


4 
34 


a 
nN ODeNNHN 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont. 
idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Ore 
Cali 
Alaska 
Hawaii 


on o- ~ 
uo ao &n~ 


N 


QD 
ou 


§ wade~ 


Db 
haw 


V.L. . . , . . 
Amer. Samoa - . ° ; U 
C.N.M.1. - 1 : e . U 





N: Not notifiable U: Unaveilable -: NO reported cases 


*Of 19 cases among children aged <5 yeers, serotype was reported for 5 and of those, 2 were type b. 
‘For imported measles, casrs include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 31, 1998, 
and January 25, 1997 (4th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1998 1997 1998 1998 1997 1998 1998 1997 1998 1998 1997 
UNITED STATES 206 290 1 19 15 42 215 


NEW ENGLAND 19 16 
Maine 1 
2 




















10 2 


9 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. Cit 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

1] 

Mich 

Wis 

W.N. CENTRAL 
Minn 


PO-@ OOH ww 
> 


wo 


owe 


no 


nN 
~DN@D AWwnwnry 
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1 
} 
5 
3 
2 
4 
2 
2 
1 
6 
2 
8 
6 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 


Nn 


ne FODOn®o 


MOUNTAIN 
ont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev. 


PACIFIC 
Wash 
Ore 
Calif. 
Alaska 
Hawaii 


nN 
~@82O <= 


Vi. , ‘ : 
Amer. Samoa - . U 
C.N.M.1. U 


N: Not notifiable U: Unavailable ~: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
January 31, 1998 (4th Week) 


All Causes, By Age (Years 





Pad’ All Causes, By Age (Years) 





Reporting Area 





A CCoe 





Total 





Reporting Area 











NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass. 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.! 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Alientown, Pa 
Buffalo, N.Y. 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, NY. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 
Utica, N.Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, ind 
Fort Wayne, ind 
Gary, Ind. 
Grand Rapids, Mich 
Indianapolis, ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, Iii 
South Bend, ind. 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr. 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


518 42 1 
25 


7 
} 


1 
4 
2 


WwW ~—wW 
Caewvod<<s— 


yu 
GCOWONNEDH OA WWeNNWSO 


~ 


; 


9 


1 


10 
1 


uo 
yn = 


~WenQa@ow— 
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76 
24 
1 
4 
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SeBamwnGy NO sowwe 


~ 


a8s 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla. 
Norfolk, Va 
Richmond, Va 
Savannah, Ga. 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky. 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex. 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Sait Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Ore 
Sacramento, Sait 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 
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U: Unavailable no reported cases 

*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week'that the death certificate was filed. Fetal deaths are not 
included 
Pneumonia and influenza. 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to H weeks. 

‘otal includes unknown ages. 
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